were heard over both lung fields. A chest radiograph showed diffuse bilateral hilar opacities and an ECG showed right ventricular strain. A tentative diagnosis of amniotic fluid embolus was made. This diagnosis was further substantiated when her blood became incoagulable two hours after delivery. Fortunately no hiemorrhage occurred. Faetal squames demonstrated in a specimen of sputum stained with Nile blue sulphate, and impaired gas diffusion demonstrated on lung function studies on the ninth puerperal day provided further corroboratory evidence. No previous reports have been found of these last two features in a case of amniotic fluid embolus. The patient was treated initially with oxygen by face mask, and amniophylline 500 mg and frusemide 40 mg intravenously. Later she was anticoagulated with heparin followed by warfarin. She made a swift recovery, being only slightly breathless two hours after delivery, and all signs and symptoms had resolved by 24 hours. There was radiological clearing of the lung fields by the seventh day.
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Primary carcinoma of the vagina is a rare disease and vaginal metastasis is much more common. Occasionally, difficulty arises in the diagnosis between primary carcinoma of the vagina and Stage III carcinoma of the cervix, and this difference may account for the variability of the five-year survival results quoted in different series. In this study cases with evidence of a possible secondary source of the carcinoma are not included.
Incidence: The total number of malignant tumours of the genital tract at the hospital during this time was 1,572, of which 47-3 % were carcinoma of the cervix; the incidence of primary carcinoma of the vagina was 1'34 % (21 cases); other authorities quote incidences of 0-5-1 4% (Frick et al. 1968 , Way 1951 Age and parity: In the Samaritan series the age span was 45 to 80 years with an average age of 63-1 years. Herbst et al. (1970) state that in their series 471 % were over 60 years, compared with 90 5% in the Samaritan series. Studdiford (1952) No guide to the etiology of the disease can be obtained from the parous state and this compares with Herbst et al. (1970) . In the Samaritan series there were 8 nulliparous and 9 parous patients; no details were available in 4 cases.
Symptomatology: Bleeding per vaginam is the commonest symptom. Some form of hemorrhage, either frank bleeding or hemorrhagic discharge, was present in more than 96 % of the cases in Way's series (1951) and 77% in the study by (Way 1951) . There are no histological characteristics which differentiate vaginal and cervical carcinomas and the distinction is clinical. The cases of adenocarcinoma are of interest in view of their rarity.
Case 1 was reported as 'a fragment of adenocarcinoma showing some mucus secretion'. The patient was 72 years old and had had one child. She gave a 12-month history of postmenopausal bleeding and on examination a necrotic tumour was found on the anterior wall of the vagina, to the left of the midline, about 1 inch (2-5 cm) from the introitus and approximately 3 cm in diameter. The cervix was normal and no endometrial curettings were obtained. The patient was treated with radium needles, but died three years after her first visit.
Case 2 was reported as 'trabecular and tubular celled carcinoma'. The patient was 74 years old and attended the hospital because of postmenopausal bleeding of six months' duration. At examination there were masses of friable tumour coming down the vaginal walls which were indurated down to the introitus. The cervical os could not be found because of the presence of proliferative tumour, and thus it was not possible to exclude the possibility of the tumour being a secondary tumour from the body of the uterus. Treatment was by external irradiation and the patient received 4,300 R to the whole pelvis, but she died 18 months after her first visit. The section was later reviewed and the report stated: 'While there is no reason to amend the original diagnosis, it can be stated that the likelihood of an origin in the endometrium is remote.' Case 3 The vaginal sarcoma was found in a patient aged 54 years who attended the hospital complaining of 'something coming down out of the vagina' on micturition. On examination an apple-sized lump was protruding from the vagina and arising from the anterior wall on a pedicle, 1 inch (2-5 cm) in diameter.
The lump was excised under anwsthesia and the histological report was 'a spindle cell sarcoma.' Situation of the tumour: Way (1951) considered the tumour to occur most commonly on the posterior wall, but in the Samaritan series the anterior wall alone was the source of the tumour in 38% of cases and the posterior wall in only 9-5%. The vaginal vault (19%) and the whole of the vagina (24%) accounted for the other cases, but no details were available in 9 5 % of the cases. Associated conditions: There were several patients who had associated conditions or had undergone previous surgery.
Two patients had had hysterectomy and bilateral salpingo-oophorectomy (for fibromyomata, and bicornuate uterus with right pyosalpinx respectively); no evidence of malignancy was present.
In one patient with a vaginal squamous cell carcinoma there was an associated adenocarcinoma of the ovary.
Three patients had worn pessaries for uterovaginal prolapse for 17, 35 and 40 years respectively. In the first patient a nodule at the site of the carcinoma was noticed two years prior to the diagnosis of carcinoma; a biopsy at that time was reported as 'inflammatory with no definite evidence of malignancy'. Way (1951) considers the wearing of a pessary to be an etiological factor in the disease, but Herbst et al. (1970) studied 68 cases from a 36-year period and were unable to find any specific factor. Treatment Treatment is difficult but is divided between radiotherapy and radical surgery. Radiotherapy is restricted because of the proximity of the bladder and because of the problem of providing a cancerocidal dose to a hollow organ like the vagina. Herbst et al. (1970) stated that up to 1948 radiotherapy was the chosen therapy, but since 1948 more radical surgery had been used on selected patients with improved results and they quote a five-year survival figure of 48-4% when surgery alone is used, 221 % when radiotherapy alone is used, and 32-2 % following combined treatment.
Radiotherapy: In the Samaritan series, radiotherapy in some form or other (and coupled with methotrexate in one case) failed to help the prognosis and the best result was a three-year survival rate with the poorest result at six months. This compares with Singh (1951) who studied 21 patients all receiving radiotherapy between 1925 and 1949 of whom none survived five years, but Dunn & Napier (1966) studied 40 cases between 1938 and 1960 and obtained a 42-5% five-year survival rate; 98% of their patients received radiotherapy. As stated above, difficulties in classification may account for this high survival figure.
Radiotherapy varies from external irradiation to radium implants, which can be used if the growth involves the lower vagina and is limited in extent, and if adequate coverage by the active length of the needles is obtained. Sealy et al. (1963) reviewed the treatment methods employed at various centres and support the practice of giving supplementary X-ray treatment to the paracolpos.
Surgery: This is restricted by the anatomy of the tumour and if adequate excision is undertaken the risk of damage to the neighbouring structures is greatly increased and the problem of local recurrence of vesical or rectal damage is likely to occur. More extensive surgery with the excision of the rectum, uterus, vagina and bladder, after transplantation of the ureters, may help the results, but can reduce the quality of the remaining life.
Three patients were treated with surgery, of whom onewith squamous cell tumourhad a radical hystero-vaginectomy and associated radiotherapy but died after twelve months. In the second patient, with a squamous cell tumour, radiotherapy was not possible because the lesion involved the urethral orifice and it was thought that she would be made clinically worse. Anterior exenteration with transcolonic transplantation of the ureters was undertaken. An ileal bladder was later formed. The patient left the district but wrote after nine years to say she was 'feeling well'. Treatment of the third patient, with the spindle cell sarcoma, was by anterior exenteration of the pelvis with transplantation of the ureters into the sigmoid colon. After ten years she developed a marked hydroureter and hydronephrosis, and the ureters were removed from the sigmoid colon and inserted into a caecal bladder. The patient was well eleven years after the first operation. These cases would support Herbst's statement that radical surgery is acceptable in selected patients.
Chorioangloma of the Placenta R H T Ward MB MRcoo and E H Speck MB (University College Hospital, London WC])
A 24-year-old primigravida had an uneventful pregnancy until the 31st week, when she gave a 4-day history of left hypochondrial discomfort. Hydramnios was present and the weight gain was excessive, but there were no other signs of toxxemia. At 34 weeks the membranes ruptured spontaneously with the loss of a large quantity of clear liquor.
Investigations showed a hemoglobin of 12-1 g/100 ml, blood group 0, rhesus positive, no antibodies present, Wassermann reaction negative.
A hydropic female infant covered in purpuric spots was delivered with forceps. A post-partum haemorrhage followed and the placenta was removed manually along with a solid tumour found in the left side of the fundus.
Pathology: The placenta and attached tumour weighed 1,225 g. The tumour itself weighed 515 g and measured 15 x 14x6 cm. The surface was shiny except for a small area where it had been attached to the placenta. A vascular pedicle 9 cm long formed a hilum on entering the tumour and was attached to the placenta 2 cm away from the origin of the umbilical cord. When sectioned, the tumour was pale pink and nodular with numerous foci of hamorrhage.
Histologically, the chorioangioma was formed of capillary structures separated by mesenchymal and angioblastic elements. The capillaries contained hmmopoietic cells of both erythroblastic and megakaryocytic type. The placenta was immature, with well-preserved trophoblastic oells and relatively few syncytial knots lining poorly branching villi which showed hydropic degeneration. Hxemopoietic cells packed the capillaries in the villi.
The baby died on the third day despite exchange transfusions and heparin therapy. The Coombs test was negative. Post-mortem confirmed that death was due to disseminated intravascular coagulation with associated cardiac failure. Multiple infarctions were present in the intraabdominal organs and both heart and spleen were enlarged to twice the expected size (31-8 g and 14-7 g respectively).
Comment
Large chorioangiomata are infrequently found. The maternal complications of hydramnios, prematurity and post-partum hemorrhage are well recognized. Less well documented are hydrops of the placenta in the absence of rhesus
